Objective To examine how provider report of confidential consultation in the electronic health record is associated with adolescent characteristics, health risk factors, and provider training.
C onfidential consultation is an essential component of adolescent primary care. Whereas confidential care encompasses an array of confidentiality factors during and after the clinical visit, confidential consultation describes the practice of providers engaging in one-on-one discussions with adolescent patients in clinic without the presence of a parent. 1 Confidential consultation provides adolescents with an opportunity to more comfortably and candidly discuss a variety of sensitive topics with providers. 2 If adolescents perceive that providers will not maintain confidentiality, they may be deterred from seeking care for more sensitive health concerns, which may adversely impact health outcomes. 3 For these reasons, a number of professional organizations, including the Society for Adolescent Health and Medicine 2 and the American Academy of Pediatrics, 4 have recommended confidential consultation for adolescents during primary care visits to help promote the highest quality of care and best possible health outcomes. Studies have previously confirmed that adolescents are more likely to seek care, disclose information about sensitive health risk factors, and return for future care if confidentiality is assured. 3 It has also been shown that adolescents who are provided with an opportunity for confidential consultation during their primary care visit are more likely to discuss sensitive topics including substance use, mental health, sexual health, and problems at school with their providers than those who are not. 1 Although a number of studies have shown that adolescents, 3 parents, 1 and
CHICA Child Health Improvement through Computer Automation PSF Prescreener form PWS Provider worksheet providers, 5, 6 all believe confidential care is important, many adolescents are still not provided with an opportunity for confidential consultation in primary care. 1, 5, 7 Increasing the number of adolescents who receive confidential consultation in primary care requires a better understanding of the factors that adversely impact the provision of confidential consultation in this setting. Previous studies have shown that parental attitudes, 5, 6 a lack of provider time, 3, 6 ambiguous confidentiality laws, 3, 6, 8 and lack of knowledge about those laws all play a role. [9] [10] [11] We sought to examine how recorded provision of confidential consultation in the medical record for a large population of adolescents is associated with (1) demographic characteristics of the adolescent, (2) adolescent self-reports of sensitive risk factors including sexual activity, substance use, and depressive symptoms; and (3) provider training.
Methods
Data for this study were gathered as part of a larger clinical trial focused on the implementation of a computerized clinical decision support system in 2 urban primary care settings within the Eskenazi Health Federally Qualified Health Center system between October 1, 2014 and September 30, 2015.
The clinical decision support system being examined, the Child Health Improvement through Computer Automation (CHICA) system, was designed to integrate information from a patient's electronic medical record with screening data collected in the waiting room and best practice recommendations to generate customized physician decision support.
The adolescent CHICA system automatically generates an individualized tablet-based prescreener form (PSF) upon registration using data from the patient's electronic health record that includes age, developmental stage, current and previous medical conditions, and known risk factors for morbidity. Adolescent patients are then asked to complete a 20-item patient questionnaire on the PSF form that asks questions about their physical and behavioral health including topics such as depression, sexual behaviors, and substance use.
Based upon patient responses to the PSF questions, a tailored provider worksheet (PWS) is printed and given to the provider for consultation during the clinical encounter. This form includes 6 provider prompts, 1 prompt regarding the provision of confidential consultation (Figure; available at www.jpeds.com) and 5 additional prompts describing specific health needs identified by patients on the PSF questionnaire. If more than 5 additional needs are identified, CHICA prioritizes which prompts appear using specific patient data combined with national clinical guidelines. 12, 13 Following each prompt are corresponding checkbox responses that allow providers to document data, procedures, prescriptions, referrals, and other actions that take place during the encounter. The completed PWS form is then scanned and uploaded into CHICA by clinical staff after the patient encounter. CHICA analyzes provider responses using optimal mark and character recognition to detect which action items were taken by the provider and then records those actions in a database. Together, the PSF and PWS provide screening and correlative options for provider follow-up. More detailed technical information about CHICA including rule processing, development of Arden rules, data storage, and implementation can be found in previous publications. [13] [14] [15] [16] A total of 1233 English-and Spanish-speaking youth between the ages of 12 and 20 years at first adolescent primary care visit during the study period were included in the sample. Demographic variables included age (categorized as early adolescence [<15 years of age], middle adolescence [15-17 years of age], and late adolescence/young adult [18-21 years of age]), sex, race/ethnicity, insurance type, clinic, and language preference. Other exposure variables included provider type (adolescent medicine board certified or general pediatric provider), sexual activity (self-reported intercourse or forced sex), substance use (self-reported use of alcohol, tobacco, or marijuana; or self-reported high), and depressive symptoms (selfreported sadness, anhedonia, or thoughts of suicide). Descriptive statistics (frequencies and percentages) were calculated for these variables.
Visits with adolescent board certified providers differed from visits with general pediatric providers not only in terms of training, but also in terms of staffing and visit time. Nursing professionals who work with adolescent medicine board certified physicians have received additional training in adolescentspecific health issues such as confidentiality, mental health, reproductive health, and substance use. From a clinical flow standpoint, visits with adolescent medicine board certified providers in the Eskenazi system are longer than visits with general pediatric providers (20 vs 15 minutes). Nursing professionals working with adolescent medicine board certified physicians also perform between-visit case management and triage with patients, resulting in additional opportunities for rapportbuilding, screening, and counseling on adolescent health issues. For patients seen by general pediatric providers, only a subset of phone calls are routed to nursing support staff. These structural differences facilitate screening, identification, referral, and case management for adolescent-specific health issues.
The statistical significance of differences in proportions of adolescents reporting sexual activity, substance use, and depressive symptoms seen by each provider type were assessed using the c 2 test. For all subsequent analyses, the outcome variable was provider-reported provision of confidential consultation. Responses indicating that a visit was fully confidential or partially confidential were grouped as "confidential," and responses indicating that a visit was not confidential for any one of 3 reasons (not wanted, not possible, or not appropriate, as determined by the provider) were grouped as "not confidential." Among adolescents who were seen by general pediatric providers (N = 1001), both simple and multivariable logistic regression analyses were performed to examine associations between the 3 categories of health risk factors and the outcome variable for visits at which the confidential consultation question was answered. ORs and 95% CIs were calculated. P values of less than .05 were considered statistically significant. All analyses were done using SAS v 9.4. (SAS Institute, Cary, North Carolina) THE JOURNAL OF PEDIATRICS • www.jpeds.com Volume 199 • August 2018
Results
Of 1233 adolescents (52% female, 60% black, 63% public insurance, 94% English-speaking, 50% early adolescent), 18% reported sexual activity, 9% reported substance use, and 25% reported depressive symptoms ( Table I) . Providers responded to the confidential consultation question for 95% (1170 of 1233) of all visits. Among the population of 169 adolescents seen by adolescent medicine board certified providers for whom the confidentiality question was answered, confidential consultation was provided to 90%.
Among those seen by general pediatric providers (n = 1001), confidential consultation was provided to 53%.
Compared with the population of adolescents seen by general pediatric providers, those seen by board certified adolescent medicine providers reported sexual activity, depressive symptoms, and substance abuse significantly more often (Table II) .
In univariate analyses, all 3 categories of health risk factors (sexual activity [OR 1.9; 95% CI 1.3-2.8], depressive symptoms [OR 1.6; 95% CI 1.9-2.2], and substance use [OR 1.9; 95% CI 1.1-3.2]), had significant positive associations with the provision of confidential consultation among adolescents seen by general pediatric providers. However, results of multivariate logistic regression demonstrated that no significant associations remained between provision of confidential consultation and adolescent-reported sexual activity (aOR 1.2; 95% CI 0.7-2.1) or substance use (aOR 1.3; 95% CI 0.7-2.5). A marginally significant association remained between depressive symptoms and the provision of confidential consultation (aOR 1.4; 95% CI 1.0-2.1). Female adolescent sex (aOR 1.5; 95% CI 1.1-2.0), middle (aOR 2.1; 95% CI 1.5-2.9) and late adolescence (aOR 5.5; 95% CI 2.6-11.6), and clinic location (aOR 16.6; 95% CI 10.8-25.4) also remained significantly associated with the provision of confidential consultation (Table III) .
Discussion
The current study demonstrates how patient demographics and health risk factors, as well as provider training and related factors, are associated with the provision of confidential care in adolescent primary care.
In this study, as in previous studies, female sex and older age of adolescents were shown to be significantly associated with confidential consultation. Alexander et al likewise found that physicians were more likely to have conversations with female adolescents related to sexual health than with their male counterparts, perhaps because of perceptions of increased vulnerability to sexually transmitted infections and pregnancy. 17 The higher rate of confidential consultations for females in the current study may be impacted by this same provider perception that young women are more vulnerable to sexual health concerns than young men, despite young men playing equally important roles in STI and pregnancy prevention. This lower rate of confidential consultation among young men is particularly concerning in light of previous research showing that depressive symptoms are common among male adolescents, and that young men are more likely than young women to die of suicide. 18 Older adolescents also were more likely than ORIGINAL ARTICLES younger adolescents to receive confidential consultation in our study. As adolescents age, they are more likely to develop mental illness, 19 become sexually active, 20 and use substances. 20 Providers may perceive the need for confidential consultation to be higher among older adolescents because of anticipated increases in health risk factors. For those over the age 18 years, confidentiality in healthcare is a known and unambiguous (if not always respected) right, 21 which likely influenced the provision of confidential consultation to those included in the "late adolescence" category of our study.
Rates of confidential consultation also differed significantly based on which clinic adolescents visited despite there being no notable differences in patient demographics or physician training and concomitant factors between the clinics. These differences may be explained by other clinic-level factors such as organizational culture or leadership. Previous studies have demonstrated that organizational factors can impact clinic performance. In 1 study of pediatric primary care clinics, those with organizational cultures that favored teamwork, shared decision-making, and collaboration had higher rates of perceived effectiveness in meeting patients' and families' health needs. 22 This study illustrates that adolescent medicine board certified providers endorse the provision of confidential consultation with much greater frequency than general pediatric providers. Previous studies have found that general pediatricians report having concerns or discomfort about providing confidential consultation and care to adolescents for sensitive health issues. 6, 8, 23, 24 This discomfort may help explain why general pediatric providers were less likely to endorse the provision of confidential consultation than board certified providers. It is also important to remember, as described in the methods section, that visits with adolescent board certified providers differed from visits with general pediatric providers not only in terms of training, but also in terms of staffing and visit time.
Another explanation for this disparity in rates of confidential consultation between provider types may be due to differences in the populations of adolescents whom these providers serve. In the current study, board certified adolescent medicine providers saw significantly more adolescents who selfreported health risk factors of substance use and sexual activity. Whereas general pediatric residents receive approximately 1 month of training in adolescent health rotations, 24 adolescent medicine board certified providers are required to have at least 3 years of full-time training in adolescent medicine. 25 Although no studies have been published showing that board certified providers are more likely to see high-risk patients, it is reasonable to conclude that high-risk patients are often referred to board certified providers, when available, because of their relative expertise and experience with sensitive adolescent health issues. If board certified providers are aware that their patient population generally is more at risk, they may perceive a higher need for confidential consultation. A previous study on residency training and scope of practice found that a majority of general pediatric providers report feeling comfortable managing adolescents without the support of a subspecialist, which may support this conclusion that only higher-risk patients are referred to board certified providers. 26 This may also help explain the relatively small overall number of adolescents seen by adolescent medicine board certified providers compared with general pediatric providers in our sample.
In univariate analyses, depressive symptoms, sexual activity, and substance use were all significantly associated with the provision of confidential consultations by general pediatric providers. Because the purpose of confidential consultation is to provide a safe space for adolescent patients to discuss sensitive health topics one-on-one with their providers, 1,2 it makes sense that providers perceive a higher need for confidential consultation with patients who report more health risk behaviors. However, after adjusting for other adolescent characteristics in the multivariable model, associations between these risk factors were no longer significant. It is possible that general pediatric providers may hold such strong beliefs about female adolescents and older adolescents having greater need for confidential consultation based on perceived health risk factors that they fail to be mindful of actual health risk factor screening results that contradict those perceptions. 27 This type of bias, called confirmation bias, persists when people make predictions in a manner that confirms beliefs they already hold to be true rather than considering conflicting evidence.
In the multivariable model, the relationship between adolescent report of depressive symptoms and physician endorsement of confidential consultation remained marginally significantly associated. A previous study of general pediatric training in adolescent medicine found that providers had more training specific to screening for mental health concerns than training specific to counseling about sexual health topics such as contraception options and correct condom application. 23 This difference in training may result in general pediatric providers feeling more comfortable with initiating adolescent confidential consultation to address self-reported depressive symptoms than providing confidential consultation to discuss sexual activity.
For 95% of adolescents in this study, providers responded to the confidential consultation question within the clinical decision support system framework. This response rate is much higher than for responses to prompts for adolescent depression and domestic violence, which fall between 50% and 60%. 28 The fact that providers responded to this prompt so often may indicate that they have strong opinions about the need for confidential consultation in adolescent primary care. Although 95% of provider prompts received a response, 5% (n = 63) were left unanswered. In these cases, the provider may have ignored the prompt, checked the box in a way that was not detected by the computer, or indicated whether or not confidential consultation was provided in a different part of the medical record.
One notable limitation of this study is that there is no way of knowing whether adolescent patients completed the PSF questionnaire on their own. Although clinic staff were electronically prompted to hand the tablet to patients rather than parents, it is possible that parents assisted patients in answering the questions, or answered them on their child's behalf. This occurrence may have resulted in the underreporting of adolescent risk factors such as depressive symptoms, substance use, and sexual activity. In addition, provider responses on PWS forms may not always be detected because of scanning errors or instances in which providers document action elsewhere in the chart. It is possible that this may account for some of the cases in which no response to the confidentiality question was captured.
Taken together, these findings highlight a clear need for additional training of general pediatric providers about confidential consultation that should reinforce the importance of confidential consultation for all adolescents, regardless of sex or age, and should emphasize the need for one-on-one consultation when sensitive risk factors are identified. Future research should focus on identifying methods to (1) increase provider knowledge about the importance of confidential consultation for young men as well as young women; (2) encourage the provision of confidential consultation across all ages, including young adolescents, so that trusting relationships may be developed over time; and (3) improve provider comfort and confidence with speaking alone to adolescents of all ages and sexes about sensitive risk factors.
This study also reveals a need for clinic-level education about confidential consultation, and may support clinical sites or systems making the provision of confidential care for adolescents a standing policy that is clearly communicated to providers, staff, parents, and adolescent patients alike. Although the significant difference in the provision of confidential consultation across clinical sites could be unique to this study population, previous work in primary care settings suggests that organization-level factors (above and beyond those associated with provider type) may be contributing to this difference. Survival was poor, with approximately 50% of patients surviving to 1 month of age and only 4% surviving to 3 years. Survival to 1 year of age was greater in those with mosaicism (38.5%) and translocations (33%). They also demonstrated a bimodal maternal age distribution, with the greater peak around 40 years.
Since 1967, our knowledge of trisomy 13 has increased significantly. Maternal age has been clearly associated with increased risk of trisomy 13, largely as a result of maternal meiosis I and II errors. Although our expertise with trisomy 13 has improved greatly, survival has not, remaining at~10% at 5 years. 1 The sustained poor survival has endorsed the belief that trisomy 13 is universally "lethal." However, this notion is increasingly being challenged.
Congenital heart disease, which occurs in 80% of cases, is a key consideration in the care and survival of patients with trisomy 13. Most centers do not offer congenital heart surgery to patients with trisomy 13. Recently, Kosiv et al reported a 45% decrease in in-hospital mortality in those who underwent congenital heart surgery, with 58% surviving to 2 years of age. 
